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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory:Indiana 

METHODS AND STANDARDS FOR e s t a b l i s h i n g  PAYMENT RATES -
OTHER TYPES OF CARE 

Payment of Medicare Part A and Part B Deductible/Coinsurance 

1, Cross-over claims filed by Medicaid providers are reimbursed as set out in this section. 

If the Medicare payment amount fora claim exceeds or equals the Medicaid allowable 
amount for that claim, Medicaid reimbursement will be zero. 

If the Medicaid allowable amount for a claim exceeds the Medicare payment amount for 
that claim, Medicaid reimbursement is the lesser of: 

(a) the difference between the Medicaid allowable amount minus the Medicare payment 
amount; or 

(b) the Medicare coinsurance and deductible,if any, forthe claim. 
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